Ns are based on total participants successfully genotyped. CONCLUSION: Conclusion: Evidence suggests abnormal levels of the hormone GDF15 are associated with HG. Validation of the GDF15 receptor gene GFRAL as a genetic risk factor for HG provides further support that the GDF15-GFRAL pathway is involved in disease etiology. Additionally, the progesterone receptor PGR, like GDF15, plays a role in the developing placenta and gastrointestinal mobility. Our findings validate PGR as a genetic risk factor for HG. GDF15 inhibitors have proven successful in restoring body weight and appetite in animal models of cachexia, making this a promising strategy for treating NVP and HG. Therapeutics targeting GFRAL and PGR should also be investigated. 
906 FXI deficiency found on expanded carrier screening: A quandary in routine obstetric management 
OBJECTIVE:
The routine use of prenatal carrier screening has resulted in increased identification of carriers for Factor XI (FXI) deficiency, a rare inherited coagulation disorder with variable bleeding phenotypes. The objective of this study is to describe the management and pregnancy outcomes of patients with no bleeding history who screened positive for FXI deficiency. STUDY DESIGN: This is a prospective analysis of data obtained from asymptomatic patients who tested positive for FXI deficiency through expanded carrier screening between 01/2014 and 05/2018. We describe characteristics of this population and clinical history that may be associated with an increased risk of bleeding complications, management of these patients, and pregnancy outcomes. RESULTS: 46 patients, of whom 1 was homozygous (FXI level <11 %) and 45 were heterozygous for FXI deficiency, were included in the analysis. Patient demographics are presented in Table 1 . 76% of the heterozygous patients reported a prior hemostatic challenge (major surgery or wisdom tooth extraction) with only 2 having had excessive bleeding. Median FXI level for the 43 heterozygous patients with no history of increased bleeding was 48% (IQR: 41:58). None of these patients had levels below 15%; 16% were between 26-35% and 28% between 36 and 50%. The rest of this cohort had FXI levels > 50%. 6 patients received FFP (1-3 Units) prior to regional anesthesia or delivery based on hematologist recommendation and none received TXA prophylaxis. Median FXI levels for the 6 patients that received FFP prophylaxis was 34% (IQR:30,42), compared to 48% (IQR:41,58) in the group that did not. None of the remaining patients required FFP or TXA at the time of delivery for excessive bleeding and 26 of them (70%) received regional anesthesia uneventfully. Only 1 patient required FFP after c-section due to a subcutaneous hematoma (FXI level 32%). Additional outcomes are shown in Table 2 . CONCLUSION: Patients found incidentally to have FXI deficiency during carrier screening have a wide range of FXI levels and guidance on the obstetric management of these patients is non-existent. The majority of patients have an uncomplicated course of labor and delivery and do not require prophylactic treatment with FFP or TXA. More studies are needed to further establish the optimal approach to these patients. OBJECTIVE: To evaluate patients' understanding of the information provided to them on cell-free DNA (cfDNA) screening. STUDY DESIGN: This was a prospective study of patients that had cfDNA testing over a period of 3 months. Patients completed a questionnaire assessing knowledge on the performance of cfDNA as a screening test and its limitations, information regarding the patient's current pregnancy, and their personal experience during counseling. Demographics, percentage of questions answered correctly, and patients' experience were compared between those counseled by a genetic counselor vs. 
